In this pilot study (RibaC), 58 hepatitis C virus (HCV) genotype 1 infected treatment-naïve patients were randomized to (i) 2 weeks ribavirin double dosing concomitant with pegylated interferon-α (pegIFN-α), (ii) 4 weeks ribavirin mono-therapy prior to adding pegIFN-α, or (iii) standard-of-care (SOC) ribavirin dosing concurrent with pegIFN-α. Four weeks of ribavirin mono-therapy resulted in a mean 0.46 log 10 IU/mL HCV RNA reduction differentially regulated across IL28B genotypes (0.89 vs. 0.21 log 10 IU/mL for CC and CT/TT respectively; P = 0.006), increased likelihood of undetectable HCV RNA week 4 after initiating pegIFN-α and thus shortened treatment duration (P<0.05), and decreased median IP-10 concentration from 550 to 345 pg/mL (P<0.001). Both experimental strategies impacted on ribavirin concentrations, and high levels were achieved after one week of double dosing. However, by day 14, double dosing entailed a greater hemoglobin decline as compared to SOC (2.2 vs. 1.4 g/dL; P = 0.03). Conclusion: Ribavirin down-regulates IP-10, and may have an antiviral effect differently regulated across IL28B genotypes.
Introduction
Therapy for hepatitis C virus (HCV) infection recently has undergone major improvements regarding therapeutic efficacy and reduction of side effects following the introduction of interferon-free regimens comprising combinations of direct acting antivirals (DAA) [1] [2] [3] [4] [5] [6] [7] [8] [9] [10] [11] [12] , often including the use of ribavirin. Presently ribavirin is recommended for several DAA-based treatments for HCV genotype 1-3 infection [13] , and likely will remain a vital component of therapy.
Ribavirin is a purine nucleoside analogue with broad-spectrum in vitro antiviral activity against many RNA and DNA viruses [14] . In addition to its utility in HCV therapy, ribavirin also is administered for severe respiratory syncytia virus (RSV) infections [15] , viral hemorrhagic fevers such as Lassa and Crimean-Congo [16, 17] , and hepatitis E virus infections [18] . Unaided, ribavirin is insufficient to achieve clearance of HCV infection [19, 20] , but in interferon-based combination therapy, it is pivotal to increase the likelihood of achieving a sustained virological response (SVR) by means of reduced relapse risk [21, 22] . Ribavirin monotherapy reportedly has a modest effect on HCV RNA, with mean reductions of approximately 0.5 log 10 IU/mL, in addition to reducing systemic concentrations of liver enzymes [23] .
The underlying molecular basis through which ribavirin impacts on HCV infection remains unclear, but several mechanisms of action have been proposed; direct inhibition of the viral RNA polymerase, inhibition of inosine monophosphate dehydrogenase (IMPDH) with ensuing GTP depletion, viral mutagenesis leading to error catastrophe, and modulation of T cell responses [24] . Recently both in vivo [25] and in vitro [26, 27] studies also have suggested that ribavirin modulates the expression of interferon-stimulated genes (ISGs). The observation that genetic variants of the inosine triphosphate pyrophosphatase gene, which likely also lead to decreased GTP intracellular concentrations, are associated with a ribavirin-like reduced relapse risk following treatment for HCV genotype 2/3 [28] support the IMPDH hypothesis as the possible primary mechanism of action of ribavirin.
Ribavirin has a large distribution volume, has an elimination that is dependent on renal function, and has a long half-life requiring in excess of 4 weeks to reach steady state [29] [30] [31] . It is administered as a pro-drug, which subsequently is activated by intracellular phosphorylation to mono-, di-and triphosphates, and upon phosphorylation becomes irreversibly entrapped in erythrocytes. Higher ribavirin exposure during the early phase of treatment reportedly is important for HCV treatment response [32, 33] . However, the use of high dose treatment is hampered by enhanced side effects, most importantly a dose dependent hemolytic anemia, possibly secondary to oxidative stress caused by posterior depletion of ATP in erythrocytes [34, 35] . Recently some studies have evaluated the effect of using a lead-in phase of ribavirin monotherapy prior to the addition of interferon, with the goal of achieving steady state concentrations early in combination-treatment without causing severe anemia; however, thus far this strategy has not been reported to impact on outcome [27, [36] [37] [38] .
Several host and viral factors have been used to prognosticate HCV clearance, including genetic polymorphisms in the proximity of the interleukin 28B (IL28B) gene, also known as interferon-λ4 (IFNL4), which have been coupled to both treatment response [39] and spontaneous resolution of infection [40, 41] . Similarly, lower systemic concentrations of interferon gamma inducible protein 10 (IP-10 also known as CXCL10) are associated with successful therapeutic outcome [39, 42, 43] and spontaneous clearance [44] .
The aim of the present pilot study (RibaC) was to further explore the impact on HCV viral kinetics, ribavirin pharmacokinetics and anemia of a 4-week lead-in phase of ribavirin monotherapy prior to the addition of pegylated interferon-α (pegIFN-α), referred to as "priming", as well as an initial 2-week double-dosage of ribavirin concomitant with pegIFN-α, referred to as "loading", as compared to standard-of-care ribavirin and pegIFN-α therapy for chronic HCV genotype 1 infection. When the present study was designed and initiated, DAA-based regimens were not readily available, and the standard-of-care at the time was pegIFN-α and ribavirin combination therapy. Later, the standard-of-care has been revised in many regions to include the use DAAs, especially HCV polymerase inhibitors, as well as interferon-free treatments often including the use of ribavirin [13] .
Materials and Methods Patients
Between October 22, 2010 (after registration at ClinicalTrials.gov) and January 2012, 63 patients with chronic HCV genotype 1 infection were screened for inclusion in a randomized, open-label, parallel group, multicenter pilot study (RibaC), conducted at 11 centers in Sweden, Denmark, Finland and Norway (disposition of patients in Fig 1; study protocol in supporting information S1 File). Sixty-one enrolled patients met the inclusion criteria and 58 patients agreed to start medication and constituted the intention to treat (ITT) population. All patient where adults (18 years of age), had compensated liver disease (Child-Pugh clinical classification A) and were interferon treatment naïve, seronegative for hepatitis B surface antigen and HIV antibodies and met the additional inclusion criteria: Serologic evidence of chronic hepatitis C infection and serum HCV RNA 15 IU/mL, HCV genotype 1, confirmed within 2 years of treatment initiation. Liver biopsy or elastography were not mandatory, but encouraged. Enrollment planned to include 105 patients, 35 per treatment group. However, this number of patients could not be recruited, secondary to swift establishment of DAA-based HCV therapy.
Treatment
Patients were randomized during the screening period between 4 to 12 weeks before treatment initiation to one of three arms; arm A "loading", arm B "priming" and arm C "standard-ofcare". Arm A "Loading" received pegIFN α-2a 180 μg/week plus loading (26 mg/kg/day for 2 weeks followed by 13 mg/kg/day) and concentration targeted (2.5 mg/L (10.25 μmol/L) 28 days after initiation of pegIFN-α therapy) dosing. This target was chosen based on the finding that 2.0 mg/L (8.2 μmol/L) was sufficient in HCV genotype 2/3 [45] and that genotype 1 would require a higher goal concentration. Arm B "Priming" received standard-of-care dosing of ribavirin (13 mg/kg/day) without pegIFN for 4 weeks followed by 48 additional weeks of pegIFN α-2a 180 μg/week plus standard-of-care dosing of ribavirin (13 mg/kg/day) and concentration targeted (2.5 mg/L (10.25 μmol/L) 28 days after initiation of pegIFN-α therapy) dosing. Arm C "Standard-of-Care" received pegIFN α-2a 180 μg/week plus standard-of-care dosing of ribavirin (13 mg/kg/day). Regardless of treatment arm, all patients with undetectable HCV RNA as analyzed by their local laboratory 4 weeks after initiation of pegIFN-α received 24 weeks of combination treatment; otherwise the patient received 48 weeks. Follow up sampling was performed 24 weeks after end of treatment. Standard stopping rules were applied for treatment discontinuation if the patients had 2 log 10 reduction in HCV RNA by week 12 or detectable HCV RNA at week 24, and patient meeting the stopping rules were considered as "non-responders" not having achieved SVR.
Study endpoints
Primary endpoints in this study were the early virological responses measured by the decline in HCV RNA during the first 12 weeks of combination therapy, in particular the first and second phase decline. Secondary endpoints were to determine the evaluate differences in plasma HCV RNA, IP-10, IL28B genotype, ribavirin concentrations, as well as the proportion of patients achieving VRVR, RVR, cEVR, pEVR and SVR in the different treatment arms. Additional endpoints were evaluation of safety of "priming" and "loading" ribavirin-dosing regimens.
HCV RNA quantification and genotyping
Plasma was obtained with PPT-tubes at day (-28, only in arm B), 0, 3, 7, 28, week 12, End-ofTreatment, and Follow-Up week 24. Samples were kept frozen (-70°C) and analyzed at the central lab (Gothenburg, Sweden) using Cobas 48 Taqman HCV-RNA-test (Roche Diagnostics, Branchburg, NJ) that quantifies HCV RNA with a limit of detection of 15 IU/mL. Genotyping of HCV was initially performed at the local centers and subsequently confirmed at the central laboratory (Gothenburg, Sweden) with a TaqMan primer-specific reverse-transcription polymerase chain reaction method.
IL28B (IFNL4) genotyping
rs12979860 was determined using TaqMan SNP genotyping assays (Applied Biosystems Inc., Foster City, CA) as previously described [46] .
IP-10 (CXCL10) quantification
Quantification of IP-10 was performed using Quantikine (R&D Systems, Minneapolis, MN), a solid-phase enzyme-linked immunosorbent assay, on plasma samples obtained at screening visit, days (-28, -27, -21 only in arm B), 0, 1, 3, 7, 14 and weeks 8, 18, 24. All samples were stored at −70°C until assayed at the central laboratory (Gothenburg, Sweden).
Ribavirin concentrations
Plasma samples for ribavirin drug concentration measurement were drawn immediately before the morning dose of ribavirin, i.e. trough concentrations, at day (-27, -21, 0, only in arm B), 1, 3, 7, 14, 28, and weeks 8, 12, 18, and at end of treatment. Plasma ribavirin concentrations were measured by use of solid phase extraction and high-performance liquid chromatography (HPLC; Merck-Hitachi, Tokyo, Japan) followed by UV-detection (wavelength 215 nm).
Statistics
Fisher's exact test was used to evaluate differences in frequencies of SVR, and undetectable HCV RNA by week 12 and end-of-treatment. Mann-Whitney U-test was used when comparing groups and Spearman's test for correlation analysis. Statistical analyses were performed using Prism (Version 5.0c, GraphPad Software, La Jolla, CA) or SPSS (Version 20.0.0, IBM Corp, Armonk, NY, USA) software. All reported P values are two-sided, and P values <0.05 were considered significant. The sample size calculation to demonstrate an increase in the reduction of HCV RNA from day 0 to 3 from 0.9 log 10 IU/mL in Group C (Standard-of-Care) to 1.4 log 10 IU/mL in Group A or B or an increase in the reduction of HCV RNA from day 7 to 28 from 0.4 log 10 IU/mL/week in Group C (Standard-of-Care) to 0.6 log 10 IU/mL/week in Group A or B the study required at least 35 patients per study arm, a number we were unable to recruit despite considerable efforts. The statistical power (chance) for the study to detect a superior effect in arm A or B as compared to C was 80%. Statistical sample-size calculation was based on z-test for differences between proportions and was one-sided with a significance level of 5%.
Ethical Considerations
The treatment study conformed to the guidelines of the 1975 Declaration of Helsinki. Written informed consent was obtained from each participating patient, and ethics committees in each participating country approved the study as of May 3, 
Clinical Trial Registration
This trial has been registered at the National Institutes of Health trial registry as of October 21, 2010 (ClinicalTrials.gov identifier: NCT01226771). Recruitment of patients began after registration. The authors confirm that all ongoing and related trials for this drug/intervention are registered.
Results

Baseline characteristics
The investigational arms (arm A "loading" and B "priming") were balanced according to baseline characteristics (Table 1) compared to the "standard-of-care" (SOC) arm C (disposition of patients shown in Fig 1) .
Impact on HCV RNA
In treatment arm B, patient were treated with weight-based ribavirin (13 mg/kg) mono-therapy for four weeks preceding the addition of pegIFN-α. During this period mean HCV RNA level decreased by 0.46 log 10 IU/mL, from 5.83 (day -28) to 5.36 (day 0; P<0.0001 Wilcoxon matched pairs signed rank test) (Fig 2) . The viral load reduction was significantly associated with IL28B genotype (0.89 vs. 0.21 log 10 IU/mL, for CC (n = 8) and CT/TT (n = 13) respectively; P = 0.006, Mann-Whitney U test) (Fig 3) , but not with pre-treatment plasma IP-10 concentrations. A positive correlation between the ribavirin concentration at day 0 in arm B "priming", i.e. after four weeks of ribavirin mono-therapy, and viral decline was noted (P = 0.02, r s = 0.49, Spearman correlation; Fig 3) . Surprisingly in this study arm, carriage of the IL28B CC genetic variant entailed a significantly higher mean ribavirin concentration at day 0 compared to CT/TT (mean and standard deviation 10.1 ± 2.7 vs. 7.1 ± 2.0 μmol/L for CC and CT/TT respectively; P = 0.01, Mann-Whitney U test); however, when a stepwise linear regression model for decline in HCV RNA was performed including both ribavirin concentration day 0 and IL28B genotype, IL28B genetic variant was the only significant predictive variable (P = 0.004).
Impact on ALT
During the four weeks of ribavirin mono-therapy, mean ALT decreased from 82 IU/L at baseline to 54 IU/L (P = 0.002, Wilcoxon signed rank test; Fig 2) , with a mean fold decline of 0.71; 4 of 21 patients had ALT values within normal range at treatment initiation and 7 of 21 at day 0. A statistically significant association was noted between ALT and IP-10 fold change (P = 0.014, r s = 0.53, Spearman correlation test), and a similar non-significant trend between ALT and HCV RNA reduction was observed (P = 0.055, r s = -0.42). No significant association between IL28B genotype and ALT fold change was noted.
Impact on IP-10 (CXCL10)
Interestingly, 4 weeks of ribavirin mono-therapy also was significantly associated with reduced mean IP-10 concentration from 548 to 345 pg/mL (P<0.001, Wilcoxon matched pairs signed rank test ; Fig 4) , and a significant reduction could be seen as early as after 1 week of therapy (548 to 466 pg/mL, P = 0.003). Interestingly in contrast to reduction in HCV RNA, no association between IL28B genotype and IP-10 decline was observed, similar to ALT. At baseline, plasma IP-10 and HCV RNA levels were significantly associated (P = 0.005, r s = 0.59 Spearman correlation test), and a similar non-significant trend was observed between IP-10 fold reduction and HCV RNA decline during 4 weeks of ribavirin mono-therapy (P = 0.051, r s = -0.43). Decline in IP-10 was not associated with ribavirin concentration after 4 weeks of mono-therapy (P = 0.47). Upon the initiation of pegIFN-α therapy, a rapid and similar increase in plasma IP-10 concentration was noted in all three arms (mean 6.9, 7.2, and 8.3 fold in arm A, B and C respectively; P = 0.73 Kruskall Wallis test), as has been reported previously from other studies [42, 43, 47] , likely secondary to a systematic activation of interferon stimulated genes leading to a release of IP-10 from many cellular sources aside from HCV infected hepatocytes.
Impact on ribavirin plasma concentrations
The "loading" arm, i.e. an initial 2-week double-dosage of ribavirin (i.e. 26 mg/kg/day) concomitant with pegIFN-α, entailed significantly higher mean plasma ribavirin concentrations compared to SOC (i.e. 13 mg ribavirin dosing/kg/day) at day 3 (4.3 vs. 3.0 μmol/L for "loading" and SOC respectively; P = 0.002, Mann-Whitney U test; Fig 2) , day 7 (6.9 vs. 4.2 μmol/L; P<0.0001), and day 14 (9.6 vs. 5.2 μmol/L; P<0.0001). After 14 days of ribavirin double dosing in the "loading" arm A, ribavirin was reduced to standard dosing but at day 28 a minor, albeit significant difference in ribavirin concentration could still be observed (7.6 vs. 6.2 μmol/L for "loading" and SOC respectively; P = 0.04, Mann-Whitney U test). In the "priming" group, ribavirin concentrations reached steady state after 4 weeks of mono-therapy.
Impact on hemoglobin
Patients in the "loading" arm suffered from a more pronounced mean hemoglobin decline from day 0 to day 14 compared to control patients receiving SOC (-2.18 vs. -1.38 g/dL; P = 0.03, Mann-Whitney U test; Fig 2) . The difference in hemoglobin decline diminished after day 14, when normal ribavirin dosing was also administered in the "loading" arm. Apart from the planned dose reduction at day 14 in the "loading" arm, only one patient required a ribavirin dose adjustment during the first 28 days of therapy. This patient was enrolled in the "loading" arm and suffered from severe anemia, and ribavirin was discontinued after 14 days and all therapy was terminated after an additional 8 days. During the first 28 days, three patients in the "loading" arm and two patients in the SOC arm had a hemoglobin concentration below 10 g/ dL. Interestingly, no patients in the "priming" group had a hemoglobin level below 10 g/dL during the first 4-weeks when ribavirin mono-therapy was administered, and only one patient during the first 28 days after the addition of pegIFN-α. 
Impact on outcome
No statistical significant differences between the experimental arms and the SOC arm regarding the first phase decline (mean and standard deviation 0.93 ± 0.66, 1.46, ± 0.89 and 1.04 ± 0.86 log 10 IU/mL for arm A, B and C respectively; Fig 2) or the second phase decline (mean and standard deviation 1.64 ± 0.93, 1.53, ± 1.23 and 1.83 ± 0.83 log 10 IU/mL for arm A, B and C respectively; Fig 2) , which were the primary study endpoints, were noted. However, significantly more patients in the ribavirin mono-therapy"priming" arm achieved a very rapid virologic response (VRVR), i.e. HCV RNA below 1000 IU/mL day 7 (P = 0.02 for B vs. A+C, Fischer's exact test; Fig 5) , and this group maintained an approximately 1 log 10 IU/mL greater decline in HCV RNA throughout the first 4 weeks after initiation of pegIFN-α compared to the other two groups (Fig 2) . Similarly more patients in this study arm received 24 rather than 48 weeks of combination therapy, in accordance with the protocol, after achieving a rapid virological response (RVR), i.e. undetectable HCV RNA 4 weeks after initiation of pegIFN-α, as measured by their local laboratory (7 in "priming", 2 in "loading", and 1 in "SOC"). Nine of these ten patients treated for 24 weeks with combination therapy subsequently achieved SVR. Upon later evaluation at the central laboratory, significantly more patients in the ribavirin monotherapy"priming" arm achieved RVR (7 in "priming", 1 in "loading", and 1 in "SOC"; P = 0.008 for B vs. A+C, Fischer's exact test), and all achieving RVR as determined by the central laboratory subsequently achieved SVR, with the exception of one patient who terminated therapy after week 12 because of insomnia and was subsequently lost to follow-up; differences in the proportions achieving VRVR and RVR were predefined secondary study endpoints. Interestingly IL28B genetic variant impacted on outcome, even in the ribavirin mono-therapy"priming" arm. Among the patients in the ribavirin mono-therapy"priming" arm achieving VRVR, 4 were IL28B CC carriers and 1 was CT, and among those achieving RVR, 6 were IL28B CC carriers and 1 was CT. Thus the proportion of CC rs12979860 as compared to non-CC was significantly higher among patients in the "priming" arm that achieved RVR as compared with those that did not (P = 0.0032; Fischer's exact test). Among the patients in the "loading" arm, only one (IL28B CC carrier) achieved VRVR and RVR, and similarly in the "SOC" arm, only one (IL28B CC carrier) achieved RVR. Thus among IL28B CC carriers, patients in the ribavirin mono-therapy"priming" arm were more likely to achieve both VRVR (4 of 8 vs. 1 of 14 for priming vs. loading/SOC; p = 0.04, Fischer's exact test) and RVR (6 of 8 vs. 2 of 14 for priming vs. loading/SOC; p = 0.008) as compared patients in the "loading" or "SOC" arms. In spite of differences in likelihood of achieving RVR, and thus total treatment duration, there were no significant differences in later on-treatment responses or SVR between the three study arms (Fig 5) .
Whether or not patients had ribavirin concentrations above or below the pre-defined target concentration of 10.25 μmol/mL (or 2.5 mg/L), or above or below the median levels day 28, week 12, or end-of-treatment did not impact on the likelihood of achieving SVR. Similarly the mean ribavirin concentrations did not differ significantly day 28, week 12, or end-of-treatment between patients achieving or not achieving SVR (data not shown). As of 28 days after the initiation of pegIFN-α therapy, local assessments of ribavirin concentration were permitted. In the "loading" arm, this was performed in 13 patients up until study day 80, and 9 of these patients subsequently had an increase in ribavirin dosing because of low concentrations. In the "priming" and control arms, one patient in each arm similarly had an increase in ribavirin dosing because of sub-optimal local ribavirin concentrations between 28 and 80 days after initiation of pegIFN-α.
Discussion
Neither a 4-week "priming" with ribavirin mono-therapy nor 2-weeks double dosing had any significant impact on the primary study endpoints, i.e. first and second phase decline, or on SVR, consistent with several previous studies [37, 48] , but contrasting with the study by Quiles-Pérez et al. that noted an effect on early viral kinetics [36] . The lack of impact particularly on the second phase decline in HCV RNA in the "loading" arm was surprising, but may have resulted from double ribavirin dosing only being given for the first 2 weeks in addition to the use of relatively high ribavirin doses in all study arms. Nevertheless, significantly more patients receiving 4-weeks of ribavirin mono-therapy achieved VRVR and RVR, both of which were predefined secondary study endpoints, resulting in a greater proportion of patients qualifying for shortened treatment duration from 48 to 24 weeks of combination therapy, thus sparing considerable side effects and cost. However, one should bear in mind that in addition to the decline in HCV RNA observed after 4 weeks of ribavirin mono-therapy, patients in the "priming" arm also had a slightly lower baseline viral load, which in combination likely impacted on the likelihood of achieving VRVR and RVR.
Presently ribavirin is recommended for several DAA-based treatments for HCV genotype 1-3 infection [13] , and likely will remain a vital component of therapy, especially for retreatment following relapse after DAA-based therapy to prevent the selection and emergence of resistance, or when preexisting baseline resistance associated variants (RAVs) have been detected. NS5A RAVs often exist prior to any exposure to NS5A-inhibitor inclusive DAA regimens [49, 50] , and these RAVs often are enriched and persist following failure to achieve SVR. As ribavirin, when given as mono-therapy or in combination with interferon, does not appear to select for emergence of ribavirin-resistant variants [36, 51] , and as viral replication is a prerequisite for development of RAVs, the findings in our present pilot study potentially may have implication for DAA-based, interferon-free therapy. For example, a 4-week "priming" with ribavirin mono-therapy could pave the way by modestly reducing the viral load prior to the initiation of DAAs, and thus reducing the risk of enrichment or selection of RAVs and secondary adaptive mutations that improve viral fitness, possibly allowing for shorter treatment duration. Indeed SVR was achieved in 83% of treatment-naïve HCV genotype 1 infected patients with baseline NS5A RAVs conferring greater than 100-fold resistance enrolled in the ION-3 trial as compared to 95-100% SVR for the remaining patients without such RAVs entailing a high loss of potency when treated with ledipasvir and sofosbuvir for 8 weeks [52] . One might speculate that ribavirin "priming" or concomitant administration might have improved the likelihood of achieving SVR in the face of baseline NS5A RAVs in this latter study by modestly lowering HCV RNA levels. Additionally the findings in our present study may help explain the higher likelihood of achieving SVR after both 12 and 24 weeks of ledipasvir and sofosbuvir therapy for HCV genotype 1a infection when ribavirin was co-administered as compared to when ribavirin was not given in the face of baseline NS5A RAVs (88% without vs. 94% with ribavirin, and 85% without vs. 100% with ribavirin for 12 and 24 weeks of therapy respectively) [53] .
In addition to shorter overall treatment duration among patients receiving 4-weeks "priming" with ribavirin mono-therapy, several other intriguing observations were made in the present study. Four weeks of ribavirin mono-therapy resulted in a mean HCV RNA decline of 0.46 log 10 IU/mL, which is consistent with previous studies [23, 37, 48] . However, it also was noted that the viral decline was significantly associated with IL28B genotype, with CC carriage entailing a greater viral decline as compared to CT/TT. Interestingly, in the study by Rotman et al. a similar, non-significant trend was observed towards slightly greater decline in HCV RNA among IL28B CC/CT carriers as compared to IL28B TT receiving ribavirin mono-therapy, as well as a significantly greater decline in ALT among IL28B CC patients [48] . In contrast, in the study by Mihm et al., no association was noted between HCV RNA and IL28B genetic variant, possible secondary to the limited sample size [37] . Similarly ribavirin concentrations after four weeks of mono-therapy were significantly associated with decline in HCV RNA, which also previously has been noted [23] , but surprisingly also with IL28B genetic variation. In an attempt to further delineate the impact on clearance of HCV RNA, a stepwise linear regression model for viral decline was performed, including both IL28B polymorphism and ribavirin concentration. In this analysis only IL28B CC carriage remained a significant predictor of viral decline during the 4 weeks of ribavirin mono-therapy. Since genetic variants in proximity to IL28B previously have been associated with HCV RNA reduction during pegIFN-α and ribavirin combination therapy [39] , spontaneous resolution of HCV infection [40, 54] and recently also to early viral kinetics and treatment outcome in interferon-free HCV therapeutic trial [54, 55] , it is reasonable that an impact also could be present during ribavirin mono-therapy. It is important to bear in mind that during ribavirin mono-therapy, endogenously produced interferon is present in spite of the lack of exogenous administration, and that the addition of ribavirin may trigger further IL28B associated innate anti-viral interferon responses, either by directly lowering the viral load or indirectly by modifying host gene expression [24] [25] [26] [27] 56] .
Ribavirin mono-therapy also decreased the plasma concentration of IP-10, which has been reported previously [48] . In this study there was a significant association between baseline plasma IP-10 and HCV RNA, and there also was a trend towards an association between IP-10 fold change and reduction in HCV RNA after 4 weeks of mono-therapy. A similar relationship has been noted in studies using ribavirin mono-therapy or interferon-free HCV therapy [48, 57, 58] . Thus a possible explanation is that the decline in IP-10 is driven by the decline in viral load, although the decline in HCV RNA during ribavirin mono-therapy was regulated by IL28B genetic variation, which the decline in IP-10 was not. Similarly, in the study by Meissner et al., HCV RNA kinetics and IP-10 decline were significantly correlated among 60 treatmentnaïve HCV genotype 1 infected patients receiving ribavirin and sofosbuvir for 24 weeks, but in spite of undetectable HCV RNA in all end-of-treatment samples, IP-10 levels were somewhat elevated in the 14 patients who later relapsed, also suggesting that HCV RNA levels do not exclusively regulate IP-10 [59] . A similarly plausible, alternative molecular mechanism is a ribavirin-powered modulation of ISGs, including IP-10, in congruence with prior in vivo [25] and in vitro [26, 27] studies, and lower baseline induction of ISGs has been reported to be associated with favorable outcome following interferon-based HCV therapy [60] . The findings in the ribavirin mono-therapy "priming" arm in the present study that the decline in both IP-10 and ALT, unlike the reduction in HCV RNA, was not associated with host IL28B genetic variation may further support this latter hypothesized mechanism of action of ribavirin.
As expected ribavirin "loading" with ribavirin double-dose (26 mg/kg/day) for two weeks resulted in more rapid increase in ribavirin concentration as compared to standard dosing (13 mg/kg/day). Ribavirin concentration reportedly is most important early during combination therapy, but higher ribavirin concentrations also increase the risk of anemia [61, 62] . In this study the higher ribavirin concentration led to faster decline in hemoglobin from day 0 to day 14, and to a ribavirin treatment termination in one patient, but did not impact outcome. Interestingly, patients in the double-dosage, "loading" arm had achieved high ribavirin concentrations already by day 7 in parity with levels achieved after 28 days among control patients receiving standard-of-care dosing, without any major impact on hemoglobin concentrations.
Similarly by day 14, patients in the "loading" arm reached peak ribavirin concentrations, and levels subsequently decreased upon reverting to standard ribavirin dosing, i.e. 13 mg/kg/day. Thus it appears that 14 days of "loading" might have been excessive, and that in severe viral infections, where it is crucial to rapidly achieve high concentrations, one-week of ribavirin double dosing may be preferential.
The present pilot study, similar to previously published studies exploring alternative dosing of ribavirin for HCV [36, 37, 48] , suffered from insufficient power to detect minor differences in SVR, which obviously is a limitation as small sizes risk introducing biases in addition to hampering the detection of significant findings. Our primary endpoint thus was focused on early on-treatment viral kinetics, as ribavirin reportedly predominantly impacts on the second phase decrease in HCV RNA [63] , and the initial power calculation performed was based on the recruitment of 35 patients in each arm, a number we were unable to recruit, likely secondary to the rapid introduction of DAA-based HCV therapy. In spite of this, many significant and important findings were made in the present study, which may further knowledge in the field.
Thus in conclusion, this pilot study indicates that (i) ribavirin mono-therapy may have an anti-viral effect differently regulated across IL28B genotypes, entails higher likelihood of achieving VRVR as well as RVR and thus of shortened treatment duration, and down-regulates IP-10 independent of IL28B, and (ii) one-week of ribavirin double dosing may be sufficient to achieve high concentrations. 
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